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i ! DEFICIENCY)
N 002 1200-8-6 No Deficiencies I N 002
|
: During the annual Licensure survey and 1
- investigation of complaint number 35018, ,
. conducted on December 8-10, 2014, at Beech |
* Tree Manor, no deficiencies were cited under i
- chapter 1200-8-6, Standards for Nursing Homes. |
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